The chest X-ray is the primary imaging tool in chest-related problems and will remain so for some time to come. Routine daily chest radiographs are judged to be valuable in identifying abnormalities in critically ill patients. I However, the conventional chest Computed tomography (CT) scanning of the thorax is well established in chronic pulmonary problems 2 yet there is little information available on its role in the diagnosis of acute pulmonary problems.
MATERIALS AND METHODS
Four patients were selected to demonstrate certain advantages of CT scanning in acute pulmonary problems. The CT scanners used were an AS & E, or a General Electric 9800. The cuts chosen were about the level of the carina in an effort to standardise the comparison. The anatomy of a normal lung at this level is demonstrated in Figure 1 
Patient 1
A 40-year-old obese man was involved in a motor vehicle accident in which he suffered a fracture disclocation of the thoracic vertebrae at the 11 to 12 level, a closed head injury, and chest trauma. Extension of the cord lesion to C5, continuing fevers and respiratory failure prompted a CT scan of his chest to exclude a thoracic aortic aneurysm. His chest X-ray at this time revealed some retrocardiac consolidation, and fine diffuse shadowing suggestive of some pleural fluid. A CT scan of his chest ( Figure 3 ) revealed an intact thoracic aorta, though unexpectedly large collections of fluid in both pleural cavities were demonstrated. 
Patient 2
A 65-year-old, 145 kg man was admitted to the intensive care unit following surgery for ruptured abdominal aortic aneurysm. His immediate postoperative course was complicated by continuing fevers and bacteraemia. A source of sepsis was sought, one investigation being a CT scan of his abdomen. A few pictures of his chest were done while the patient was in the scanner. The chest X-ray at this time revealed only minor changes with atelectasis in the right lower zone. A good film was impossible to achieve because of his obesity and immobility. The CT scan of his abdomen revealed no subphrenic collection or other lesions but the chest CT scan revealed 
Patient 3
A 14-year-old girl suffered severe chest trauma and a thoracic vertebrae 5/6 fracture with dislocation in a motor vehicle accident. She experienced repeated left-sided haemopneumothoraces. A CT scan of the chest was performed to image the aorta. The chest X-ray revealed a left pleural effusion, left-sided shadows consistent with fluid, consolidation, and/or contusion, as well as right basal airspace changes. The chest CT scan revealed a left pneumothorax, consolidation/contusion and a large pleural effusion, plus massive consolidation on the right ( Figure 5 ). 
Patient 4
This 39-year-old woman was involved in a motor vehicle accident suffering multiple trauma, including a closed head injury, ruptured spleen, lacerated liver, multiple rib fractures, ruptured trachea, lung contusion, and haemopneumothoraces. The respiratory course was complicated by adult respiratory distress syndrome. During a long and complicated course, this patient's progress was hampered by repeated septic episodes associated with deterioration in her respiratory function. A CT scan of the abdomen was requested, to try to find a site of sepsis. Initially, two cuts of the chest were performed while the patient was in the scanner and these revealed a large cavity in the left lung not suspected on the previous chest X-ray. A fluid level was demonstrated. Drainage of this cavity resulted in a dramatic reduction in the septic episodes in this patient with precarious baseline lung function. 
DISCUSSION
Regular chest X-rays are an accepted part of the management of critically ill patients. Certain conditions are often difficult to evaluate on a regular chest radiograph; these include supine pneumothorax, supine pleural effusions, left lower lobe consolidation/ collapse and the effect of PEEP. 4 The four patients described demonstrate that CT scanning of the acute chest problem is very useful in specific situations. The three areas in which it has proved most useful is in the spinal injury patient, obese patient, and those with mUltiple lung pathology. On such patients, supine, rather than erect chest X-rays, is usuaJIy necessary. Lateral views of the chest can oqly be obtained with difficulty, and they are uniformly of poor quality. However, a CT scan can usually be performed with minimal disruption to the patient's ongoing treatment. As shown in the CT scan of a normal chest, certain anatomical areas, such as the paraspinal gutters, which are not seen on an AP chest X-ray, are easily visualised. In addition to the difficulties in obtaining a chest X-ray of adequate quality in a spinal patient, associated large blood vessel injuries and haematomata, which are not uncommon, are more easily diagnosed and defined with a et·scan.
It is not intended to advise CT scanning of the chest in all patients on whom a chest X-ray is grossly abnormal, nor as a screening procedure. However, in selected patients it can be a very useful tool, allowing the immediate management of such patients to be planned with more clarity and precision . .
